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He used to say that the work was for his children and grandchildren, if any of them wanted to develop it.
Having become a trainer, and later a course organiser, I found myself grappling with models of the consultation and their application to teaching. There were many models and it was easy to be confused by some of the jargon. Perhaps the most accessible was the old model of Byrne and Long, 2 based on audiotapes of consultations. It seemed that the source of the majority of problems was not discovering the reason for the patient's attendance. Audiotapes were superseded by videos and Pendleton's team 3 elaborated the problem to include the patient's ideas, concerns, and expectations (ICE). Nevertheless, although many candidates for MRCGP were able to memorise Pendleton's seven tasks, some of the examiners felt that they had difficulty translating them into practice. In short, their consultations remained relatively doctor-centred.
It was very clear that ignoring the patient's concerns led to disastrous consultations, but less clear why it happened so often, given the incentive for doctors to avoid trouble. My father and I must have had many conversations on this subject, on which he brought to bear his perspective as an engineer. He used to ask me 'which component of the system needs the grease?' I began to realise (or perhaps he told me) that doctors' self-imposed British Journal of General Practice, January 2009 tasks were often too numerous and weighty to allow patients much of a look in, even having expanded the time from 6 to 10 minutes.
Both parties to the consultation were arriving with a great deal of baggage (which I called 'agendas' in my 1989 model). There was obviously conflict or disharmony between the doctor's and the patient's agendas, which often led to the latter being suppressed, resulting in reduced cooperation or compliance. This, said my father, was where the grease was needed. Somewhere between the outcome and the two agendas, there had to be an enabling process. This was where the professional skills of the doctor (and perhaps those of the patient) should be employed: these skills would form the connecting link between the agendas and the final outcome, the negotiated plan. Figure 1 The 'Face' Model. 4 even
Local trainers' courses included a programme for would-be trainers, which is where the 'face' model found another application. There is a strong parallel between consulting and teaching: learners are particularly motivated by material they perceive as relevant to their needs; they tend to switch off when teachers appear to be following their own agendas. It may be true, to some extent, that learners have 'wants' and teachers know what they really need, but the skill lies in selling the curriculum and showing relevance to the concerns of the individual. Hence the negotiated teaching plan is likely to be more effective.
The 'face' model, in generic form (A's agenda and B's agenda), can apply to any communication situation, at least with a little modification. Sometimes there is an extra party in the consultation: Fred (A), Fred's wife (B), and the doctor (C). So we have the monster with three eyes: three agendas for the professional to reconcile. It is more difficult, but you ignore Fred's wife at your peril! Give her space to voice her concerns and the task is likely to be easier. In recent times it has often seemed as though the computer is a third person in the consultation; it certainly has a heavy agenda, in terms of templates demanding the doctor's attention. A group is an even more scary monster with many eyes. Keeping track of and achieving a compromise between all those agendas is a major challenge for course organisers or other group facilitators. I found the 'face' model helpful, as a new course organiser, in understanding how groups work. Groups exist to share agendas. It needs plenty of grease to make it work, which is
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Essay where the leader's skills come in. Everyone must have their say and the plan must be explicit (on the flip chart) and, of course, negotiated. These applications of the model eventually formed the basis of a book on communication in the primary care team. 5 I believed that use of the 'face' model in training would lead to more harmonious and more efficient consultations and, not being satisfied with anecdotal evidence, set out on the research pathway. If patients were enabled to write down their concerns and to share them with their doctors (using a 'patient's agenda form'), it seemed likely that their agendas would be better recognised and that outcomes would be improved. The major stumbling block appeared to be doctors' negative attitudes to written 'lists', 6 but I planned to overcome this, for the doctor volunteers, by an educational workshop intervention using simulated patients with agenda forms. My father continued to show an interest, wearing his engineer-philosopher's hat, in the design of the research study. I am also grateful to Bob McKinley, who was my MD supervisor and all the GPs in Trent who took part in the study, not to mention the RCGP for awarding me a research training grant. The results of the study showed that the use of an agenda form by the patient, or attendance by the doctor at an educational workshop, resulted in the doctors identifying more problems in consultations with proportionately longer surgery duration and small increases in patient satisfaction. 7 Qualitative analysis of the forms confirmed the multilayered nature of patients' agendas, including the reasoning behind the ideas that is, 'ICER'. 8 Of course, research always raises more questions, but the increased complexity of consultations was recently recognised in my own practice by increasing appointment times from 10 to 12 minutes.
The 'face' model does seem to capture the dynamic of the consultation, in terms of forces acting which need to be reconciled. Moreover, the concepts, of two agendas (or more) linked by communication skills to a negotiated outcome, are easy to remember and apply to any situation where communication is involved. I know that my father was happy that his ideas on conservation of energy and appropriate administration of 'the grease' had contributed to the model, and I am happy to acknowledge that influence. Although the model is not as widely known as, say, Pendleton or Neighbour, 9 I think that the principles of respecting others' agendas and negotiating outcomes have become established in the national curriculum.
Conflict is a waste of time and energy. Pursuit of shared goals is the key to successful consulting and teaching. My father would also have contended that it is vital to international relations and the solution of global problems.
